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Case Report A 29 year old insulin dependent
diabetic of 15 years standing presented for
antenatal care. In herprevious pregnancy alower
uterine segment Caesarean section had been
performed for severe pre-eclampsia at 36 weeks
gestation. On examination blood pressure was
130/80 mmHg. Urinalysis was clear. There was
no retinopathy. On ultrasound scan a viable 6
week intrauterine pregnancy was confirmed.
Hospital based antenatal care was arranged and
the patient reviewed fortnightly.
At 12 weeks the patient complained of lethargy
and general malaise. Diabetic control was
satisfactory. However, her serum thyroxin level
was low at 3.7 umoIL-' (normal range 8.8-23.1),
so replacement therapy was given.
At 20 weeks, during a routine 'anomaly' scan, a
simple 5 cmleftovarian cystwas seen. However,
in view ofthe nature and relatively small size of
the cyst and the normality of the contralateral
ovary it was decided to manage the cyst
conservatively.
At 24 weeks the blood pressure was mildly
elevatedforthefirsttimeat 130/90mmHg. There
was no proteinuria. The dose of thyroxine was
increased to 200ug daily as the patient remained
symptomatic. Thecystremainedunchanged. Fetal
growth was satisfactory.
At 28 weeks the fetus was clinically felt to be
small. Blood pressure remained mildly elevated
but there was significant proteinuria. Diabetic
controlremainedsatisfactory. Ultrasoundgrowth
confirmed a symmetrically small for dates fetus
with an estimated weight of 630g (<10th centile
for gestation). Amniotic fluid volume was
markedly decreased. The fetus was active. In
view of the fetal compromise, proteinuria and
hypertension, thepatientwasadmittedtohospital.
Over the following two days the blood pressure
rose significantly and a repeat lower segment
Caesarean section was performed. The liquor
was heavily meconium-stained. A female infant
of740gwas deliveredingoodcondition. An 8 cm
ovariancystwasfoundontheleft. Itwassmooth-
walled, uniloculated and without solid elements.
The right ovary was normal and there were no
palpablelymphnodes.Theleftovarywasremoved
as it was impossible to differentiate ovary from
cyst. The mother's recovery was uneventful. The
baby was ventilated for4 weeks and is now well.
Pathological examination showed a solitary
luteinised cyst ofpregnancy and the puerperium.
There were no solid elements or evidence of
malignancy.
DISCUSSION
There are only nine other cases ofluteinised cyst
ofpregnancy and the puerperium reported in the
literature. In a series of eight cases two were
discovered antenatally by ultrasound, two were
incidental findings at Caesarean section and four
were discovered by abdominal palpation in the
puerperium.' All eight cysts were surgically
removed. The ninth case was diagnosed
incidentally at Caesarean section.2 In all nine
cases the cysts were benign, thin-walled, solitary
tumours containing clear or blood stained serous
fluid or mucoid material. They were lined by
multiple layers of heavily luteinised granulosa
cells, the cytoplasm of which was densely
eosinophilic and or vacuolated.
Although this and one other case occurred in
diabetic patients, and in addition our patient was
hypothyroid, there is no recognised association
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with endocrine abnormalities. It is unclear what
thestimulusfortheabnormal folliclegrowthmay
be. It has been postulated that there is an
abnormality in the pituitary release of
gonadotrophins or in the stimulus to the ovary
from human chorionic gonadotrophin.3'4'5
Whilst these cysts are unilateral, the condition
hyperreactioluteinalisisassociatedwithbilateral
ovarian cysts and ovarian enlargement.6'7 These
cysts have similar histological features to the
luteinised cyst ofpregnancy and the puerperium.
This condition is associated with virilisation.8
In view ofthe benign nature ofthis condition the
outlook for this patient is excellent. It is not
known, however, if it is likely to recur in the
remaining ovary in a subsequent pregnancy.
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